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NATIONAL HEAL1H
INSURANCE PROPOSALS:
AN E1HICAL PERSPECTIVE
A number of proposals have been introduced
or are about to be introduced in the Congress to
reform a health care system which an over-
whelming majority of citizens and interest groups
agree is malfunctioning. However, that is where
the broad consensus ends. There is no developing
consensus on the causes of the problem and even
less agreement on how to solve it. Interest groups,
which in this country's political system invariably
define the parameters of a public policy debate, do
so in a way which permits them to advance or
defend their own positions rather than search for
the loftier truths about social utility, scientific
validity, economic worth, justice or ethical merit.
The purpose of this essay is to help refocus the
discussion onto the ethical considerations of the
national debate.
Among the citizenry there may be, judging
from opinion polls, more of a consensus about
what needs to be achieved than understanding of
the complexities of the various solutions. An
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understanding of health care delivery for most
consumers of health services is impressionistic and
intuitive, deriving from encounters of family,
friends or personal use of health care resources.
Until recently the average citizen has not
perceived health care reform as an urgent problem,
leaving it to the interest groups and lobbies to carry
out the debate. But this has begun to change as the
public has become directly affected by the cost and
lack of availability of coverage. When aroused,
public opinion can be decisive. When mobilized it
can slash through the web of special interests like a
hot knife through butter. According to Boden-
heimer (1990), polls show some very clear trends
in public opinion about what values are held to be
important.
This paper will consider health care reform
from an ethical perspective. It will move beyond a
discussion about whether a new system is needed.
[As noted by Rockefeller (1990) most Americans
question the adequacy of their system. That is
assumed to be true.] It will look, from an ethical
viewpoint, at the various health care policy alter-
natives which have been advanced.
In order to evaluate the choices it will be
necessary to first discuss the broad goals we
should hope to achieve as a society by
implementing such a program. Then the choices
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will be ranked in order of importance since they, to
some extent, conflict with one another. The
choices will be based on a set of moral standards
which the author feels are the most desirable.
Then the most commonly advanced categories
of proposals will be reviewed. The focus will be
on the general approaches so that the discussion
does not become bogged down in a welter of
economic and health care policy options which
obscure the main purpose. They are inherently
complex, with multiple policy options and inter-
connections to government, health care providers,
employers and insurers.
Once explained, the different approaches will
be analyzed to assess whether and to what degree
they conform to the goals advanced as most
desirable from an ethical perspective.
According to many, including the editors of the
Journal of the American Medical Association
(Blendon, 1991), the problems afflicting the health
care system and the delivery of health care in this
country are widely known and written about;
therefore they will not be discussed extensively.
They include:
1. Lack of coverage for growing numbers of
people, now estimated at over 37 million.
2. Inadequate insurance of many of the
insured with an alarming trend toward reduction of
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benefits among the employed
3. Lack of mobility of coverage.
4. Uninsurability of high risk or already ill
individuals.
5. Runaway costs.
In order to evaluate differing plans from an
ethical perspective it will be necessary to delineate
some goals which such a program should attempt
to meet.
First, the plan should have as its
primary goal the provision of coverage for
all Americans.
Second, such a plan should, within the
constraints of the current level of
resources allocated by society for health
care coverage, make the most efficient use
of those resources in order to provide the
maximum amount of care.
Third, the program should be fair,
providing equal coverage for all.
Fourth, the proposal should maximize
individual autonomy and freedom of
choice for providers and consumers.
In his book, The Foundations of Bioethics,
Englehardt (1986) discusses two contrasting
principles of distributive justice: Freedom-Based
Justice in which individuals have a primary right to
ownership of resources, and the principle of
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beneficence takes a back seat to the principle of
autonomy; and Goals-Based Justice in which the
principle of beneficence, that is, the obligation to
do good for others, has primacy over autonomy
and freedom of individual choice:
A freedom-based approach holds that
justice is first and foremost giving to each
the right to be respected as a free individual
in the disposition of personal services and
private goods: that is what is due to each
individual. In contrast, a goals-based
approach holds that justice is receiving a
share of the goods which is fair, by an
appeal to a set of ahistorical criteria
specifying what a fair share should be, that
is, what is due to each individual.
The order of priorities stresses a goals-based
approach as the prime objective. The second and
third goals address the questions of distributive
justice: the utilitarian concept of doing the greatest
good for the greatest number is the most moral
goaL Finally, because individual autonomy must
be respected within limits of distributive justice, it
is included, but respect for autonomy and freedom
of choice is ranked below the other goals. This
does not mean that it is not considered important.
Any system which attempts to achieve the socialist
ideal of equal distribution of all goods is doomed to
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inefficiency at best and corruption at worst.
Witness the collapse of communism.
How well do each of the types of plans of
national health programs meet these goals?
Foremost is the need to cover the uninsured and the
uninsurable, a societal duty which flows from a
moral obligation not to stand by passively when
illness afflicts others and there exists an elaborate
health care 'science and technology which could
alleviate much of the suffering. In this case,
looking after the health of all members of society is
a duty, not a virtue. As a duty it is obligatory. If it
were a virtue it would be classified as optional.
Based upon this goal a meritorious plan must
provide universal coverage.
The second goal acknowledges that society has
the role and the obligation to determine the
proportion of its [mite resources which it intends to
devote to health care and that the amount be
adequate. Once such resource allocation has been
made, then the program and public policy have the
duty to make certain that as much of those
resources as possible are devoted to health care and
are not used up unnecessarily for less meritorious
purposes. Research, direct care and teaching are
the highest intended uses of the resources.
Administration and profit should be permitted only
insofar as they are required to maximize the proper
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use of the resources for patient care, teaching and
research.
Third, a national health program should
provide equal coverage for all rather than a basic
level of coverage for some and additional coverage
for the more financially fortunate and those who
chose to exercise their right to spend their own
hard-earned income on additional health care rather
than something else.
This position is based upon three notions.
First, that programs designed for economically
disadvantaged almost always fail in this country
because they never receive enough support from
the middle class. Medicaid is a prime example of
this. According to Eizenstat (1991) in a recent
piece in the New York Times:
In times of economic health, like the 1960s,
a middle-class consensus could be created
for programs to benefit those below it on
the social ladder. But in times of stagnating
income, such as the U. S. has experienced
for almost 20 years, this consensus erodes.
He goes on to make the point that a health care
program for economically disadvantaged citizens
would only fulfill its promise if it were
consolidated into a broader program for the middle
class.
The second reason for believing single, equal
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coverage for all should be a goal is that such a
position is quite practical given the current
allocation of financial resources for health care in
our country. Both goal number one of universal
coverage and goal number two of high quality care
within the constraints of the economic resources
can be achieved and still leave enough money to
provide comprehensive coverage for all. The
reason: the waste of resources is so great that the
correction of a large part of that waste would free
resources enough for an equal and reasonably com-
prehensive level of care (Himmelstein, 1989).
The counter argument which states that
"society has an obligation only to provide basic
health care coverage for all and that beyond that
basic obligation the right to choose how one
spends one's own resources takes precedence"
ignores an already existing societal obligation to
provide health care to all. For example, Medicaid
will provide nursing home care for someone who
has run out of financial resources no matter how
unwisely or self indulgently that individual might
have dissipated his or her funds. All that matters is
that such an individual needed the care and was
indigent. So the claim that an individual has the
right to determine how to allocate their resources
rings hollow. It is doubtful that he or she would
be willing to forgo the nursing home because the
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principle of autonomy dictated that they would
have to live with the consequences of their earlier
decision not to save for their old age. If that same
uninsured, medically indigent individual was
injured in an automobile accident would he or she
refuse emergency care? Not likely.
Polling of the American public has shown that
a societal consensus exists which does not allow us
to ignore the individual who is brought into the
emergency room and fails the "wallet biopsy." He
or she still gets care, no questions asked, if his or
her condition is deemed to be urgent. Taylor and
Rheinhardt published the results of a Louis Harris
poll in a recent article entitled "Does the System
Fit?" (1991). In question after question Americans
affirmed their commitment to health care as a right.
For example, the following statement was read and
people were asked whether they agreed or dis-
agreed:
People who are unemployed and poor
should be able to get the same amount and
quality of medical services as people who
have good jobs and pay substantial taxes.
That question, which addresses not just a basic
right to minimal health care, but to equal coverage
and quality, was met with an 84 percent agreement
response.
Taylor and Rheinhardt conclude that the social
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ethic in this country is very similar to those with
which it was compared in the poll, Canada,
Germany, Britain and France. A large majority of
Americans subscribe to the notion that the govern-
ment has a duty to provide regardless of ability to
pay.
Any national health program should attempt to
maximize individual freedom for providers and
consumers as long as those choices do not directly
jeopardize realization of the other three goals.
Thus, the program should permit individuals to go
outside of the program to purchase health care if
that is how they wish to spend their resources as
long as the existence of a parallel private system
does not undercut the integrity of the program.
Consumers should be permitted to choose the
practitioner and health care facility of their choice,
but, again, only if it does not interfere with the
other goals.
Finally, let us not forget the autonomy of
health care providers. Physicians and other health
care workers should be allowed to practice in a
setting which maximizes their individual rights and
prerogatives. This means professional growth and
initiative should not be hindered or rendered
impossible by a rigid and bureaucratic system
which stifles quality and adds to cost.
Literally scores of plans have been devised.
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Broadly speaking it is possible to divide the
various types of proposed solutions into three
generic types. These are: 1) mandated employer
-based health insurance with government-provided
Medicaid or Medicare for the poor and uninsured
non-workers; 2) employer-provided coverage at
preset benefit levels, or election by employers to
pay an equivalent tax with pooled coverage, for all
the uncovered employees at an equivalent level of
benefits; 3) the single-payer model in which a
government or quasi-governmental authority,
through one or more methods of taxation, pays for
almost all health care (AARP Bulletin, 1992).
Because it is impractical to examine indi-
vidually such a large number of plans, prominent
and typical examples of each category of proposal
will be analyzed in order to consider their com-
pliance with the ethical goals which have been
defined.
Many but not all first category plans would
mandate employers to provide benefits for their
workers and the families of their workers. All
others would be covered by government-sponsored
programs such as Medicaid, Medicare, or new
programs to replace one or both of these.
The American Medical Association's proposal
exemplifies this type of plan. It has been given the
title "Health Access America." It would mandate
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that large employers provide at least a basic
insurance plan with limited benefits for most basic
health care services. It would not cover long term
nursing home and home health care but instead
provide tax incentives for private coverage for such
care. According to Todd (1991):
Such plans would be required to meet
minimum standards of coverage, including
basic hospital, physician, diagnostic,
prenatal, and well-baby care, with
reasonable annual limits on employees'
incurred expenses for premiums,
coinsurance, and deductibles.
Those employers, largely small businesses,
who were unable to afford such expenditures
would be given a phase-in period and tax
incentives to participate. The poor would be
covered by an improved Medicaid program which
"would set new national requirements to ensure
that no poor person is left without access to needed
health care" (Todd, 1991). This new and ex-
panded Medicaid coverage would include prescrip-
tion drugs, emergency services, rehabilitative
services, and eventually, maternal and child care.
The program would not force insurers to accept
all applicants regardless of health status. Instead, it
would create "state-level risk pools" in all states to
cover the medically uninsured. Although the propo-
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sal and summaries of the various plans are not all
the same, most would require that the level of
benefits in the risk pool would be mandated and at
about the same level as that of the new Medicaid
program.
The AMA's plan addresses long term care by
amending the tax code to allow businesses and
individuals to treat the cost of long term health
insurance as tax deductible, which would amount
to a partial de facto government subsidy.
This category of plan and the "Health Access
America" plan do not address cost containment by
the use of direct cost controls. Cost containment is
implicit in the use of competition in the selection by
employers of health insurance plans.
A common feature of these plans is that they
require universal or nearly universal coverage.
These plans do not go as far as the other two types
when rated on comprehensiveness. The plan just
discussed requires an upgrade of Medicaid
coverage and the Medicare program but does not
require equivalency of coverage with employer
plans. In none of these plans is long term coverage
mandated, although the AMA plan does provide tax
incentives toward that end.
Finally, how are the costs distributed for these
plans? First, because of weak cost containment
provisions there will be an increase in costs
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(Powers, 1991). Others would disagree, believing
that market forces would drive down costs
(Enthoven, 1991). The additional burden would
be split between employers and the government,
withe the government probably absorbing the
lion's share of the increase through tax incentives
and direct subsidies via Medicaid, Medicare, risk
pools, etc.
The second broad group of proposals include
the employer-based plans which have acquired the
nickname "Play or Pay" because they have in
common the requirement that employers provide
private health insurance with a defined level of
benefits or pay into a fund used to provide a nearly
similar level of coverage for their uncovered
workers. The unemployed and all those others
who are uninsured would be covered by one or
more of a variety of mechanisms such as Medicaid,
Medicare or a specially created risk pool. These
proposals are, broadly speaking, in the middle of
the spectrum of plans. They would mandate some
insurance reform, provide for a basic level of
coverage for all the uninsured and make an effort to
address some expensive practices which are not
directly related to patient care such as medical
malpractice costs, high administrative costs and
insurance reform.
The first of these to be discussed is the
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Enthoven/Kronick Proposal (Enthoven, 1991). It
would require employers to pay 80 percent of the
cost of basic health insurance for all full-time
workers (including the hard-to-insure-due-to
-illness group). Others such as part-time workers,
unemployed, and self-employed would be covered
by policies purchased by state government from
private insurance companies or HMOs. The
government would pay 80 percent of the cost and
individuals covered would pay 20 percent.
Medicaid and Medicare would remain intact, and
the indigent would receive other subsidies.
Money for the government's share of the cost
would come from a payroll tax on the income of
workers not insured through their jobs. Employers
offering insurance would have to contribute a fIxed
amount. Employees would pay all of the extra cost
of more elaborate plans. For employers contri-
buting more than 80 percent of the cost of health
insurance, the excess would be counted as taxable
income for the employee. The employed uninsured
would be covered in the same fashion. The poor
(i.e., those below the poverty line) would be able
to chose any plan whose cost was at or below the
average and have it paid for in full. Public
sponsors would act as collective purchasing agents
for small employers who wanted to take advantage
of economies of scale.
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It is one of the most free-market oriented of the
play or pay plans because it relies on competition
between plans and the purchasing power of
employers and the government to keep costs down
and quality up. According to Enthoven and
Kroneck:
We propose comprehensive reform of the
economic incentives that drive the system.
We propose cost-conscious informed
consumer and employer choice of managed
care so that plans competing to serve such
purchasers will have strong incentives to
give value for money. We also propose a
strategy of managed competition to be
executed by large employers and public
sponsors designed to reward with more
subscribers those health care financing and
delivery plans that offer high-quality care at
relatively low cost.
The invisible hand of the marketplace would
operate to help lower costs, maintain quality, and
lead to the survival of only the lowest cost or
highest quality providers (or some combination of
those two marketplace virtues).
This proposal provides a basic level of
coverage for virtually all of the uninsured. It
would, in effect, establish a right to basic health
care coverage but would stop short of guaranteeing
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full coverage and long term care. In other words,
plans of this type are considered universal but they
are not fully comprehensive.
The second of these plans to be described is
probably the best known of the play or pay plans at
present. This is largely because of the fame of its
sponsors, Senate Majority Leader George Mitchell,
Senator Edward Kennedy, Senator Don Riegel and
Senator Jay Rockefeller. It was introduced last
June with the title, "HealthAmerica: Affordable
Health Care for All Americans" (S.1227, 1991).
This proposed HealthAmerica program would
have employers provide coverage meeting defmed
standards, or contribute a percentage of their
payroll in the form of a tax, to a new public
program which would be called "Americare." This
proposal, unlike the Enthoven plan, takes a
significant step toward equality of coverage
because mandated benefits would be similar
whether provided by employer or Americare.
Essentially all basic services would be covered by
plans under this proposal, with workers paying 20
percent of the premium cost and a $250 individual
deductible and $500 family deductible.
The HealthAmerica plan would address the
problem of excessive health care cost increases in
dual fashion: by allowing employers to rely upon
the marketplace in choosing plans while
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simultaneously relying upon devices such as
outcomes research, practice guidelines, and
technology research to hold down costs. Neither
play or pay plan would cover long-term nursing
home and related care. The HealthAmerica plan
would mandate basic mental health care benefits
but these would be limited. The Enthoven plan
does not address the specifics of mental health
coverage, leaving it largely to the marketplace.
For both of the play or pay plans the burden of
additional costs is difficult to determine. It is not
clear how much additional cost they would incur.
Enthoven claims budget neutrality for the federal
portion of his proposal. The states would have
increased costs based on their additional respon-
sibility for the uninsured and uninsurable non-
poor. If the proposal lived up to its billing and the
marketplace led to reduced costs for employers
purchasing coverage for their employees, there
would be no increased burden on the private
sector, but, it should be pointed out, there are
many who are dubious about the ability of market
forces to do this.
The last of the three categories of plans is the
single payer model in which the government,
through its power of taxation, acts as the sole
insurance program for all, sets many of the rules
about how the money is spent and then provides
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one class of coverage for all residents. This
approach is at once more difficult to understand
because it is a conceptually different approach to
health care delivery, but easier to comprehend
because it is less complex in its details.
A prominent example of this approach is the
program introduced by Rep. Russo of Illinois as
H.R. 1300 (H.R. 1300, 1991). It is patterned
after the health care system which has been in
effect in Canada for about thirty years. According
to this model everyone would be covered
regardless of employment status, economic level,
or health history, with comprehensive benefits
including all necessary long term care.
A second version of this model has been
developed by the Physicians for a National Health
Program, a group of 5,000 composed primarily but
not exclusively of physicians. As described by
Himmelstein and Woolhandler, this plan is quite
similar to the Russo plan except that in the Russo
plan the system would be national, whereas in the
PNHP plan each state would develop its own plan
and act as the single payer with the federal
government setting minimal standards and covering
part of the cost with federal revenues (Himmel-
stein, 1989).
If the Canadian experience is repeated, com-
prehensiveness would be reduced at the high tech-
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nology, costly procedure frontier. In Canada there
are waiting periods for non-emergency high tech
procedures such as MRI scans and coronary artery
bypass surgery (Peterson, 1991). However, if the
United States adopted a similar system and elected
to devote the current level of resources to health
care we would spend a higher proportion of our
GNP than Canada. This higher per capita
spending could be used to purchase more high
-technology medicine such as MRI scanners or
transplant programs if such a priority was pursued.
The Canadian or single payer model is not, by
virtue of its structure, responsible for waiting lists.
The waiting lists result from lower per capita health
care expenditures and health planning decisions
about where the finite resources should be
allocated.
There are no deductibles and no coinsurance
payments. There is no overt reliance on market
forces. Managed care would either disappear or be
considerably diminished in its role. The govern-
ment would collect the taxes and distribute the
money to the states in the Himmelstein plan. The
states, in tum, would have to meet or exceed
federally mandated standards of comprehen-
siveness. In the Russo plan the federal govern-
ment would perform these tasks itself rather than
delegating them to the states. The federal agency
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or the states through public or quasi-public
agencies would negotiate yearly service and capital
expenditure budgets with hospitals and other
institutional providers. Physicians would either
work for themselves or in group practices as they
do now. Many current administrative costs would
be eliminated. For instance, most billing clerks
and managed care reviewers would not be needed.
Canada spends a much lower proportion of health
care dollars on the administration of health care
claims, and the maintenance of administrative
bureaucracies than the United States (Lee, 1982).
Cost containment would be based on the
concept of expenditure caps. In such a scheme a
fixed budget for a service or group of services
would be made available and apportioned to all the
providers of service based on the proportion of
services they might be expected to provide.
Separation of the capital budget from the service
budget would be the fiscal device used to help
control costs and the purchase of technology. The
interplay of health planners, providers, and
governmental bodies would determine whether a
particular state or region received, for instance, one
transplant program or ten; whether Los Angeles got
two MRI scanners or twenty. And it would
determine how richly these programs were funded.
What about the cost burden for such a radical
transformation of the financing system? Largely
because of the reduction in administrative costs
which currently consumes 24 percent of
expenditures, and because of expenditure caps and
control of capital budgets, it is not likely to come to
more than the currnet $800 billion cost
(Himmelstein,1989). However, the mechanism of
payment would change. Employers would con-
tribute through payroll taxes at roughly the level of
their current employee health care benefit costs,
while the balance would be handled through the tax
system. An increase in taxes would be needed to
cover the additional cost to the government.
Individuals would have virtually no out-of-pocket
costs for health insurance premiums, coinsurances,
deductibles, or uncovered expenses. The way the
financing is envisioned there would, at least
initially, be little redistribution of the cost burden
between employers and individuals. But indivi-
duals would see their taxes go up at the same time
their out-of-pocket costs were reduced.
The three types of plans offer rather different
solutions. All, by definition, recognize an obliga-
tion to provide universal or nearly universal
coverage. They vary considerably with regard to
their comprehensiveness of coverage. Their eco-
nomic assumptions differ from the right side of the
spectrum to the left.
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All three types of plans -- employer-based with
government insuring the uninsured of all types,
payor play employer-based, and single payer
government-based -- adequately address my fIrst
goal of providing universal coverage. There
appears to have been established a consensus
among all the parties involved that universality is a
desirable goal.
My second goal would be achieved by that plan
or plans which go the farthest toward providing the
maximum amount of health care possible for the
financial resources allocated by our government for
health care. This is where cost constraints come
into the picture. They would, of course, free up
more resources for care. Earlier it was noted that
the employer-based plans without the "play or pay"
feature rely heavily on the marketplace to keep
costs under control. They permit, and indeed
encourage, for-profit health care entrepreneurs who
can successfully compete for the health care dollar.
They rely on managed care to reduce expenditures
and monitor quality at the expense of physician and
institutional autonomy. They rely less on practice
guidelines and health care planning. They make no
attempt to control the proliferation of technology
other than through the marketplace.
Play or pay plans rely on the marketplace but
utilize other methods of cost control as well. For
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example, the Health America Plan would require
smaller health care insurers to pool their claims
procedures and use standardized insurance forms.
This action should have some impact on admi-
nistrative costs.
Single-payer plans would significantly reduce
administrative costs if the Canadian experience
could be duplicated. According to Evans (1990),
adoption of a similar system of care in the U. S.
would result in a savings of upwards of $100
billion per year.
It is difficult to objectively assess the claims
made for the two employer-based approaches since
their potential cost savings are largely based on
marketplace theory and the use of managed care.
Where experience with costs savings has been
obtained, it has been difficult to make a
differentiation between cost containment and cost
shifting. In fact, to date the gradually increasing
marketplace and managed-care orientation of the
system have not stopped runaway costs, lack of
coverage, administrative waste, excessive
technology proliferation, etc. The problem is,
some would argue, that this is so because health
care for a number of reasons can never behave as it
is supposed to in the marketplace, and managed
care cannot control these rising costs (Frieden,
1991). Others would argue the opposite: the
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reason the marketplace has not worked to date is
because it hasn't been given an adequate trial
(Enthoven, 1991).
One of the major problems encountered in
trying to assess the real costs and cost savings of
some of the cost containment measures such as
managed care and marketplace competition is to be
able to distinguish whether purported savings
represents true cost containment or merely cost
shifting onto another segment of the marketplace.
An HMO might offer benefits at lower cost but
achieve that by not providing care for chronic
illness and mental disorders, or by excluding
certain higher risk classes from coverage. In that
case, the HMO cost savings is really cost shifting.
At present, cost shifting is going on extensively so
that it makes almost all claims of savings suspect.
However, HMO advocates might argue that
they achieved cost savings by reducing unneces-
sary care and skillfully negotiating lower charges
with the hospitals and doctors.
It may be easier to estimate costs for a single
-payer plan because of the thirty-year Canadian
experience. As of 1987, Canada spent about 8.6
percent of its Gross Domestic Product on health
care while the U. S. spent 11.2 percent (Schieber,
1989). These savings could be applied to the
additional cost of providing universal care or to
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maintaining the current level of high-technology
medicine which is a distinguishing feature ofU. S.
health care.
My third goal requires that equal benefits be
provided for all citizens. Both of the employer
-based categories fall short of meeting this goal.
They would shift to the government the responsi-
bility for coverage of the uninsured. They would
permit and probably encourage multiple levels of
coverage in which everyone is provided with the
essentials, usually meaning acute hospital and
catastrophic coverage, but less of the "options"
such as doctors' office visits, diagnostic testing,
prescriptions, and mental health coverage.
Play or pay plans such as the Health American
Plan generally would provide more extensive basic
benefits for everyone. For example, the plan
would cover doctors' office visits and up to twenty
-five psychotherapy visits per year after a $250
individual deductible was met year year and a
coinsurance was paid by those who were not
medically indigent. The medically indigent would
have their out-of-pocket costs waived.
However, neither of these approaches addres-
ses to any significant degree the coverage of
nursing home and other long-term care. Such
coverage would be relegated to the public sector as
it now is after an individual has become medically
00000000000000000000 26 00000000000000000000
indigent. The classic problem of the elderly indivi-
dual who must go through all his or her resources
before the Medicaid program would cover that
patient would remain unless people were
personally able to absorb these significant costs.
Perhaps long-term care benefits could become an
add-on at a later date.
The single-payer plan modeled on the Canadian
system would provide equality of benefits which
would be superior to that of the employer-based
plans. Long-term coverage, for example, would
be extensive. There would be no deductible or
coinsurance barriers and mental health coverage
would be based upon the treatment needed rather
than benefit limit.
Finally, the plans all reduce individual auto-
nomy insofar as they strengthen the overall
paternalistic role of society in the provision of
health care. The single-payer models go the
farthest in reducing individual choice about
allocation of resources; the employer-based non
-play-or-pay plans reduce individual discretion the
least. For providers the analysis is more difficult to
discern. Physicians under a single-payer system
lose freedom of choice with respect to fee setting
but shed some of the constraining shackles of
managed care and unproductive paperwork. Under
more market-oriented plans, physicals are free to
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provide their services within the constraints of the
marketplace, but the marketplace itself acts to
inhibit professional freedom and sometimes clinical
choice in the interests of cost savings. Managed
care most certainly decreases professional auto-
nomy.
From a political perspective, there appears to
be a deadlock between the various interest groups:
organized medicine, the health insurance industry,
the hospital groups, consumer oriented groups,
organized labor, and groups representing the
elderly and corporate America. Each has its own
agenda to push and interests to protect. This paper
has attempted to describe a set of goals based on
certain values which could be used to evaluate the
confusing variety of choices. While the reader may
not agree with the priorities set forth, it is hoped
that the values-based method of evaluation will be
used. It would be unfortunate if decisions of this
magnitude were left to lobbyists and politicians,
without a clear sense of priorities and national
values as a guide.
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